surface of the wound was the size of the cavity below, in the hope that granulation would take place from the bottom.
In March the abdomen was greatly distended with distinct signs of ascites. The fistula eventually closed, but in April, 1925, again reopened and discharged bile after a slight injury. The fistula persisted, but eventually closed, re-openirn and discharging from time to time, and the patient was sent home at the end of Mv
The patient was repdmitted to Guy's Hospital under Mr. Turner as an abdomiP emergency in September, 1926. He was then deeply jaundiced with bile in thL urine and clay-coloured fteces. There was abdominal pain and distension, vomiting with pyrexia (101°F.). These symptoms had been gradually increasing for about a month. The liver was enlarged and tender. The spleen could be felt. The sinus was not discharging. An abscess in the liver was diagnosed.
The abdomen was opened by a paramedian incision. The appendix was first sought for. This was situated in the pelvis; it was perfectly normal, and had no connexion whatever with the inflammatory mass below and behind the liver. The right lobe of the liver was greatly enlarged and was especially prominent just to the right of the falciform ligament. An incision here opened a large abscess from which a quantity of thin pus and bile escaped. The pus-containing cavity was a long, deep, narrow branching track. Owing to fixity and adhesions the inferior surface of the liver and gall-bladder could not be examined. The wound was closed, free drainage of the abscess being provided.
After the operation the general condition improved and the jaundice gradually cleared up, and the temperature settled down. About ten days later an abscess formed in the site of the old fistula, and this had to be incised, allowing of the discharge of pus and bile.
Bacteriological examination of the pus from the liver abscess showed a growth of enterococcus. The fseces were examined for actinomycosis and for ova or other evidence of the presence of any parasites, with negative results. A portion of the liver bounding the abscess cavity was examined histologically; this showed an abscess cavity lined with hamorrhagic organizing granulation tissue. All the portal canals are inflamed and infiltrated with leucocytes.
The discharge continued, and though the posterior wound again closed, a chronic sinus from which bile and a little pus escaped persisted anteriorly.
Eventually he was discharged about the beginning of November. After he left hospital the wound gradually closed and his condition improved. He was seen in September, 1927, on account of a hernia which had appeared in the site of the old incision. Both sinuses had then closed. The liver edge was 2 in. below the costal margin, but was not tender. The spleen, however, had greatly enlarged and now extended down to the level of the iliac crest. [February 10, 1928.] An Unusual Type of Pericarditis associated with Rheumatic Heart Disease. Precordial bulging; diffuse pulsation over precordial area. Left base percussion note no impairment of resonance or definite signs of compression. A. C. D. 2 in. to right in fourth space, 4 in. to left in fifth space. Some muffling of cardiac sounds at apex and base. Broadbent's sign negative.
Out of 150 fatal cases of rheumatic fever Lees and Poynton' found at autopsy that only in twelve was there more than 2 oz. of fluid in the pericardial sac, and in six cases more than 3 oz. There was as much as 6 oz. in one of the cases. There was dilatation of the heart in ninety-two of the cases: recorded as being enormous in one case. The pericardium was found to be totally adherent in seventy-seven of the 150 cases.
Lees and Poynton, Trans. Roy. Med. Chir., 1898, lxxxi, 402.
Discussion.-Dr. PARSONS-SMITH said that he had had an opportunity of radiographing this case, largely with the view to determine whether fluid was present or not. Personally he thought not, because the pulsation of the heart was well seen when examining with the iridescent screen; in most cases of pericardial effusion, pulsation would be absent. Further, the apex impulse was definitely felt, whereas if fluid had been present the impulse would surely have been diminished in intensity. Again, fluid could be excluded because the apex-beat was at the edge of the dull area to the left. Much more, probably, there was a large heart and a greatly thickened pericardium. A number of these cases had been investigated, and usually when fluid was drawn by a needle the operator was disappointed at the small amount obtained. Post mortem, it was found that enlargement of this symmetrical character was frequently the result of an intensely thick pericardium. If there had been fluid in this case the electrocardiogram might have helped, for in cases of pericardial effusion definite changes were usually seen. One change was the spread of the " R. S. complex " and secondly the curves were o tlle low voltage type. In this case a small amount of fluid might be present, but not sufficient to account for the whole condition.
Dr. CYRIL OGLE said that although the very sharp outline of the shadow, in the cardiac position, as shown in the film, might suggest a pericardial effusion, he would like to ask whether distinct pulsation of this border was seen on the screen; as, if so, this would favour a dilated heart rather than effusion. Another point in favour of a dilated heart was the absence of dullness on percussion of the inner part of the fifth right intercostal space and the comiiplete translucency there, as indicating the absence of fluid in the right lower Angle of the pericardium.
Dr. ROSSDALE (in reply) said that the electrocardiogram did not show the changes which were associated with pericardial effusion in children. With regard to remarks made by Mr. Slesinger concerning adherent pericardium: out of 150 post-mortem examinations in 50 per cent. of cases of acute rheumatic disease under Dr. Poynton there was adherent pericardium, and dilatation of the heart was a large feature of the condition too; indeed, in many cases, the first condition seemed to produce the second.
Two Cases of Essential Thrombocytopenic Purpura
Hemorrhagica two years after Splenectomy. By BERNARD MYERS, C.M.G., M.D.
(1) WV. B., PREVIOUSLY shown before the Section on December 11, 1925 (see Proceedings, vol. xix, 1925-6) .
Previous to operation at Royal Waterloo Hospital, in November, 1925, there had been continuous oozing from the gums for two months which all treatment had failed to stop. The blood platelets were almost absent, the bleeding time was twenty minutes and the capillary resistance test was positive.
Since the operation patient has remained free from purpuric spots on skin or mucous membrane, and also from bleeding from gums, tongue or elsewhere. She states that she has felt in perfect health for two years now, and certainly looks it.
At present the bleeding time is four and a half minutes; the capillary resistance test is negative after three and a half minutes.
Dr. Berrie's blood-count gave red blood-cells 4,800,000, hbemoglobin 82 per cent., colour index 0*85, white blood-cells 8,700, polymorphs 47 67 per cent., small lymphocytes 40-67 per cent., large byalines 9 (0 per cent., no poikilocytosis, etc. Platelets 115,000 per c.mm.
